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ABSTRACT

The objective of this study was to examine the association between sexual activities,
problems and satisfaction, and erectile dysfunction (ED) and phosphodiesterase type 5
inhibitor (PDED5I) use. A nationally-representative sample of men (n=2612) aged 51 to 87
years from the English Longitudinal Study of Ageing completed an in-depth Sexual
Relationships and Activities Questionnaire. Associations between ED and/or PDES5i use and
sexual outcomes were explored using logistic regression models adjusted for age, health and
lifestyle factors. PDEDSi use in the preceding 3 months was reported by a total of 191 (7%)
men, while 542 (21%) reported ED but no PDES5i use (untreated ED). Compared to men
without ED, PDES5I users were more likely to be sexually active and report more frequent
sexual intercourse. Men with untreated ED reported the lowest frequency of sexual activities.
Compared to men without ED, both PDES5i users and those with untreated ED were more
likely to report being concerned about their level of sexual desire, frequency of sexual
activities, erectile function, waking erections and orgasmic experience. PDE5i users were
also more concerned about and dissatisfied with their overall sex life than men without ED.
This population-based study shows that while PDE5i use is associated with improved sexual
functioning, this is not equally reflected in decreased levels of concern and dissatisfaction
with their overall sexual health. Clinicians should be aware of this disparity between
functional gains and continuing sexual concerns and dissatisfaction and, where appropriate,

offer psychosexual counselling as an adjunct to PDE5i medication.

Keywords: phosphodiesterase type 5 inhibitor; erectile dysfunction; sexual function; sexual
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INTRODUCTION

The widespread use of phosphodiesterase type 5 inhibitors (PDES5i), such as sildenafil
(Viagra), tadalafil (Cialis) and vardenafil (Levitra), has dramatically changed the treatment of
erectile dysfunction (ED) in men. Although an abundance of studies have demonstrated the
efficacy of sildenafil, tadalafil and vardenafil in improving erectile function,® they have
mainly focussed on clinical trials, patient groups seeking treatment, or unrepresentative
samples of community-dwelling men. The effectiveness of this class of drugs among men in
a population-based setting, both in terms of functional gains and improved sexual wellbeing,
remains less clear. This lack of knowledge, together with an ageing population,? rising levels
of obesity, and an increasing prevalence of chronic diseases associated with ED such as type
2 diabetes,* means that data are needed describing the impact and effectiveness of PDESi use
on sexual functioning, satisfaction and wellbeing in a nationally-representative sample of
older men.

The English Longitudinal Study of Ageing (ELSA), a representative survey of a cohort
aged 50 to >90 years, has gathered detailed longitudinal data since 2002 on changes in health,
economic and social circumstances in later life.> The latest wave of ELSA included a
comprehensive Sexual Relationships and Activities Questionnaire (SRA-Q) (with versions
specific for men and women) capturing information on sexual behaviours and activities,
sexual attitudes, sexual function, sexual health concerns and partnership satisfaction. This
paper outlines the associations between ED status, and sexual activities and satisfaction in a
nationally-representative sample of older men. We examined whether men who reported
PDEDS5i use were more sexually active and more sexually satisfied than those with untreated
ED, and whether PDES5i users had equivalent levels of sexual function and satisfaction as

men without ED.



METHODS

Sample

The data are from wave 6 (2012/2013) of ELSA, a nationally representative panel survey of
community-dwelling men and women aged 50 years and older in England. Full details on the
study design and methods have been described previously.” Data collection consisted of a
face-to-face interview and self-completion questionnaires. A total of 10601 individuals
participated in wave 6, with 7079 (67%) completing and returning the paper-based Sexual
Relationships and Activities Questionnaire (SRA-Q). This analysis included only men with
complete data on erectile function and PDE5i usage, and was additionally restricted to the
age range covered by the PDESi users (51-87 years), leaving a total sample of 2612. ELSA
wave 6 received ethical approval from the NRES Committee South Central - Berkshire, and

all participants were provided with a letter and leaflet to allow them to give informed consent.

Sexual relationships and activities

The ELSA SRA-Q includes questions on attitudes to sex, sexual activities and behaviours,
problems and concerns, and details about current sexual partnerships. Items included in the
SRA-Q were taken from validated instruments,®® with minor modification to ensure gender
specificity, and chosen to maximize harmonization with both the US National Social Life,
Health, and Aging Study (NSHAP)® and the third UK National Survey of Sexual Attitudes
and Lifestyles (Natsal-3).° Face validity of the ELSA SRA-Q was assessed by cognitive
interviews among a sample (n=45) of the ELSA pilot/dress rehearsal panel. The cognitive
testing was carried out by NatCen Social Research (NatCen) and interviews were conducted
by specialist cognitive interviewers. The full range of sexuality measures assessed in the
SRA-Q, and cross-sectional associations with demographic, lifestyle and health factors have

been described previously.** Table 1 summarizes the items from the SRA-Q presented in this



analysis. Men were also asked if they had used any oral medications (Viagra, Cialis, Levitra)
to enhance their erections over the past three months. Those answering yes were additionally
asked to rate the effect of these medications on their sex life (5-point Likert scale: response
set ‘very positive’, ‘positive’, ‘neither positive nor negative’, ‘negative’, ‘very negative”’).
The SRA-Q was completed in private and the questionnaire sealed in an envelope upon
completion. The male and female versions of the SRA-Q are freely available from the web

site of the Institute for Fiscal Studies (http://www.elsa-project.ac.uk/).

Other assessments

Participants were asked about their current living arrangements, general health and lifestyle
factors during the face-to-face interview. Specifically, they were asked whether a doctor had
ever told them they had any of several common conditions, including hypertension, arthritis,
cardiovascular diseases, diabetes and asthma. Self-rated health was ranked on a five-point
scale (excellent, very good, good, poor or fair), smoking status was recorded as current or
non-smoker, and typical frequency of alcohol consumption over the past year as never or
rarely (never — once or twice), regularly (once every 2 months — twice a week) or frequently
(3 days a week — almost every day). Depressive symptoms were assessed using the eight-
item version of the Centre for Epidemiologic Studies Depression (CES-D) scale, with a score

of four or more indicative of risk for depression.*?

Statistical analysis

All analyses were conducted using STATA SE v13.1 (StataCorp, College Station, TX).
Weights were used to correct for sampling probabilities and differential non-response,
including to the SRA-Q, and to calibrate back to the 2011 Census population distributions for

sex and age. Specifically, these weights accounted for (i) the differential probability of being



included in the wave 6 sample and (ii) for non-response to the SRA-Q instrument (full details
available from http://www.ifs.org.uk/ELSA). Multiple logistic regression was used to
examine the association of PDES5 inhibitor use with sexual activities, function and problems

among men, with results expressed as odds ratios (OR) and 95% confidence intervals (CI).

RESULTS
Characteristics of the 2612 men included in the analysis are shown in Table 2. Those
reporting no ED (n=1879, 71.9%) were the youngest group with a mean (95% CI) age of 61.8
(61.3-62.3) years compared to the PDES5i users (n=191, 7.3%) with a mean age of 64.6 (63.0-
66.1). Those with ED and not using PDESi medication, i.e. untreated ED (n=542, 20.8%),
were the oldest group at 74.4 (73.5-75.3) years. Among PDED5i users, 18 (9%) men still
reported having ED, while 47 (25%) rated the impact of the PDE5i medications on their sex
lives as ‘very positive” and 105 (57%) as ‘positive’. Overall, the number (percentage) of men
reporting they were “never able to get or keep an erection which would be good enough for
sexual activity” (irrespective of reported PDES5i usage) was 19 (3.1%) among those aged 50-
59 years, 143 (13.2%) among those aged 60-69 years, 259 (36.1%) among those aged 70-79
years, and 139 (68.1%) among those aged 80 years or older. Compared to men without ED,
those with untreated ED had poorer self-rated health, were more likely to have all of the
listed chronic conditions apart from asthma, left education at a younger age and were less
likely to drink alcohol as frequently. Lifestyle and health differences between men without
ED and those who reported PDES5i use were less marked, although the PDESi users were
more likely to report high blood pressure and diabetes.

Table 3 summarises the associations between ED status and/or PDEI5 use and sexual
activities and function. Multiple logistic regression models were adjusted for demographic

and lifestyle factors that differed between the PDESi use/ED status groups, i.e., age, self-rated



health, frequency of alcohol consumption and age left education. PDES5I users were more
likely to report any sexual activity in the last year (OR=6.5, 95% CI1=2.2-19), more frequent
sexual intercourse (OR=2.9, 95% CI=2.0-4.3) and more frequent kissing or petting (OR=2.6,
95% C1=1.8-3.9), as compared to men without ED. In contrast, compared to the no ED
group, men with untreated ED were less likely to be sexually active (OR=0.18, 95% CI1=0.13-
0.24) and reported lower frequencies of all sexual activities apart from masturbation. Both
PDEDS5i users and those with untreated ED were more likely to report difficulties achieving
orgasm and greater declines in erectile ability compared with a year ago (Table 3).

When compared to men without ED, a higher proportion of those either using PDES5i or
with untreated ED, reported being worried or concerned about their sexual activities and
function (Table 4). The likelihood of reporting concerns about erectile ability was highest
among PDES5i users (OR=6.9, 95% CI1=4.6-10; compared to the no ED group), while among
those with untreated ED it was concerns about their orgasmic experience (OR=5.1, 95%
CI1=3.1-8.5; compared to the no ED group). Among men with untreated ED, 43% reported
they did not share the same sexual likes and dislikes with their partner (OR=3.1, 95% CI=1.6-
6.0; compared to the no ED group). Additionally adjusting these models for frequency of
sexual activities (intercourse, petting or masturbation frequency) did not markedly change the
magnitude or significance of these associations among either PDESi users or those with
untreated ED (data not shown).

When the analyses examining the associations between ED status and/or PDEi5 use, and
sexual concerns and satisfaction were repeated excluding those PDES5i users who did not rate
the effect of these medications on their sex life as ‘very positive’ or ‘positive’ (n=35), the
associations between PDES5i use and concerns about sexual activities and function were

broadly unchanged compared to those observed among all PDE5i users (data not shown).



DISCUSSION

In this nationally-representative sample of older men in England, PDE5i users reported
higher levels of sexual activity and function than men without ED, but were also more likely
to be concerned and/or dissatisfied with their sexual lives. In contrast, men with untreated
ED reported the lowest levels of sexual activity and function, although they were no more
likely than PDEDSI users to report sexual concerns and dissatisfaction.

Notwithstanding variations in definition, the prevalence of ED has been reported to be 1-
10% in men under 40 years of age, 2-9% in men aged 40-49, 20-40% in men aged 60-69 and
50-100% among those aged over 70.*® The prevalence of ED (irrespective of reported PDE5i
use) among the equivalent age categories in our study was somewhat lower, probably
reflecting the stringent definition we used to categorise ED, i.e., limited to those men
answering ‘never able’ to the question ‘Are you able to get or keep an erection which would
be good enough for sexual activity?” The psychological and social effects of ED on men
have been documented in various studies with respect to reduced self-esteem, negative
impacts on relationship, threats to feelings of masculinity and impacts on quality of life.**™*°
Several observational studies have also revealed robust associations between ED and
diabetes, cardiovascular disease and depression.’’* Our data correspond with these findings,
with men reporting untreated ED having the highest prevalence of high blood pressure, CVD,
diabetes and depression. However, the men with untreated ED were significantly older than
those without ED, although the associations between untreated ED and these chronic
conditions remained significant in age-adjusted logistic regression models (data not shown).
With respect to health characteristics, we found that PDES5i users did not differ from men
without ED apart from a higher prevalence of high blood pressure and diabetes. This is in
agreement with epidemiological findings that, aside from age, type 2 diabetes is the most

common risk factor for ED, with ED developing in 50-75% of diabetics.?



Oral PDESI drugs are now regarded as the first-line medical treatment option for ED. The
most commonly prescribed PDEDS5i are sildenafil, tadalafil and vardenafil, with all three
having excellent safety profiles and differing mainly in their duration of action. The efficacy
of these drugs has been reported to be >65% with respect to achieving satisfactory erectile
function with tolerable side effects (refs). This is in broad agreement with our observation
that 80% of PDESI users in ELSA reported the effect of these medications on their sex lives
as very positive or positive. We observed that PDESi users were the most sexually active
group in terms of partnered sexual activities, but they also reported greater difficulty in
achieving orgasm and greater declines over the past year in erectile abilities and frequency of
waking erections, as compared to men without ED. This ‘divergence’ between improvements
in sexual health (at least in terms of frequency of sexual activities) and continuing sexual
problems among PDES5i users may reflect the driver of their concern, i.e., that they have
higher expectations regarding their level of sexual activity.

Ongoing difficulties achieving orgasm may, in part, reflect the higher prevalence of both
high blood pressure and diabetes among the PDESi group compared to those without ED.
Previous studies have shown that treated hypertensive men have a higher incidence of both
erectile and ejaculatory dysfunction than untreated men,? while autonomic neuropathy
secondary to diabetes has been associated with both anorgasmia and anejaculation.?* Greater
declines in both erectile ability and the frequency of waking erections over the preceding year
among PDED5i users as compared to men without ED is perhaps unsurprising, presumably
reflecting the former groups’ recognition of decreasing function over time and willingness to
try a pharmacological intervention.

Although the majority of PDESi users in ELSA reported the effect of these medications on
their sex lives as positive, when compared to men without ED they consistently reported

higher levels of concern and dissatisfaction with various aspects of their sexual activity,



function and relationships. Few comparable data on community-dwelling men are available,
but a study among Australian men recruited over the internet via men’s health web sites
found that treatment of ED with PDES5i medications did not alleviate deficits in assessments
of self-esteem, masculinity, quality of life, sexual satisfaction and relationship satisfaction.”
There is an increasing recognition that the most common type of ED seen clinically is of a
‘mixed’ aetiology, i.e., representing a combination of organic and psychogenic causes.?®
Our population-data adds to the evidence base that PDESi use does not simply translate to a
uniformly better sex life, supporting the view that ED arises from a mixture of physiological,
psychological and social causes. However, primary care physicians typically neglect this
complexity when treating many cases of ED.?® Time constraints on general practitioners
consultation time and an unwillingness among primary care health professionals to discuss

sexuality and sexual health with older individuals*"?®

only compounds this situation, resulting
in suboptimal treatment and follow-up for many men with ED. The PDES5i group of drugs
are undoubtedly a success story with respect to reviving erectile function in a majority of ED
cases with an underlying vasculogenic aetiology. However, opportunities are clearly being
missed to improve treatment outcomes and the challenge now is to join up intervention
regimes so as to not ignore compounding psychogenic factors and interpersonal contexts.
Managing expectations in light of the ongoing hyperbole surrounding Viagra remains an
important issue and patients should be provided with unambiguous information that PDESI
drugs do not directly enhance virility or increase sexual desire. Physicians should also be
open to discussing with male patients the potential side effects on erectile function of
commonly prescribed medications for chronic conditions such as hypertension and type 2
diabetes. Although not assessed in our study, the lack of involvement of partners in the

consultation process for men seeking treatment for ED remains the norm.?* There is,

however, good evidence that ED interventions that combine PDES5i medications with sex



therapy treatments in the context of the couple are more effective than pharmacological

treatments alone.*

Strengths and limitations

The major strengths of ELSA are its large, nationally representative community-based
sample covering midlife to the oldest-old, not recruited explicitly to answer questions on their
sexual health. Although limitations of the study have been described previously,” certain
factors need to be highlighted here. ELSA did not oversample ethnic or sexual minorities and
the results presented here may not be generalisable to these groups. In common with similar
studies our data were self-reported and, although the interview methods have accepted
validity®* we cannot exclude reporting bias. Those ELSA participants who did not complete
the SRA-Q may not have done so due to pre-existing sexual problems and/or feeling that they
were ‘retired’ from sex. The non-response weights will have partly dealt with this, with
weighting for non-response to the SRA-Q instrument directly accounting for the variation in
response according to demographic and health characteristics. The cross-sectional data
preclude any examination of the temporal nature of associations and we cannot distinguish to
what degree age-associated changes in sexual activities and function reflect ageing related or
age cohort effects. Finally, we did not obtain information on either the severity of ED or the
duration of erectile problems prior to PDES5i treatment, and how these factors may have

biased our assessments of sexual concerns and dissatisfaction.

CONCLUSION
Physicians need to take a fresh look at the overall efficacy of PDE5Si medications for the
management of erectile dysfunction among older men, recognising that restoring erectile

adequacy pharmacologically is not a panacea for all men with ED. Our population-based



data show that gains relating to sexual activity and function are not mirrored by lower levels
of concern and dissatisfaction with sexual health and relationships. A more holistic approach
to managing ED should include a well-informed patient with realistic expectations,
engagement and support from his partner, and an improved appraisal of any psychological
and/or relationship issues that may exacerbate sexual concerns and dissatisfaction. It would
also be beneficial if the manufacturers of this group of medications provided more
comprehensive information as part of a more rounded treatment and management plan,
covering issues beyond basic usage and potential side effects. Additional materials (print
and/or multimedia) aimed at both clinicians and end-users should highlight the importance of
relational and psychosocial factors as part of a multidisciplinary approach to treatment. The
efficacy of PDESi medications in relation to functional gains is not in doubt, but our data
suggest that current approaches to ED treatment are missing important opportunities to

improve the broader sexual health and well-being of older men and their partners.
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Table 1 | Core sexuality indicators used in wave 6 of the English Longitudinal Study of Ageing (ELSA)

Topic*
Sexual behaviours and function (...during the past month)

How often did you think about sex?

How many times have you had or attempted sexual intercourse (vaginal, anal or oral)?

How frequently did you engage in other sexual activities (kissing, petting or fondling)?

How often did you masturbate?

How frequently did you awaken with a full erection?

Response set

7-point scale: ‘not at all’ to ‘more than once a day’. Men answering 2-3
times a month or more were classified as experiencing or participating
frequently in that particular sexual behaviour or activity

Sexual problems (...during the past month)

Are you able to get or keep an erection which would be good enough for sexual activity?

4-point scale: ‘always able’, ‘usually able’, ‘sometimes able’ or ‘never
able’. Men answering never able were classified as having erectile
dysfunction (ED)

When you had sexual stimulation how difficult was it for you to reach orgasm?

5-point scale: ‘impossible’ to ‘not at all’. Men answering moderately
difficult to impossible were classified as having difficulty achieving orgasm

Changes in sexual behaviour and function (...compared with a year ago)

Has your sexual desire/drive changed?

Has the overall frequency of you sexual activities changed?

Has your ability to have an erection changed?

Has the frequency of your waking erections changed?

5-point scale: ‘increased a lot’ to ‘decreased a lot’. Men answering
decreased moderately or decreased a lot were classified as experiencing a
decline in that particular sexual behaviour or function over the preceding
year

Sexual health concerns (...during the past month)

Have you been worried or concerned by your level of sexual desire?

Have you been worried or concerned by the frequency of your sexual activities?

Have you been worried or concerned by your ability to have an erection?

Have you been worried or concerned by the frequency of your waking erections?

Have you been worried or concerned by your orgasmic experience?

5-point scale: ‘not at all worried or concerned’ to ‘extremely worried or
concerned’. Men answering moderately, very or extremely worried or
concerned were classified as being concerned about that particular sexual
behaviour or activity

Partnership satisfaction (...during the past three months)




How often did you and your partner share the same sexual likes and dislikes?

How often did you feel emotionally close to your partner when you had sex?

5-point scale: ‘never’ to ‘always’. Men answering never or much less than
% the time were defined as not sharing same likes or emotional closeness

How worried or concerned have you been about your overall sex life?

5-point scale: ‘not at all worried’ to ‘extremely worried’. Men answering
moderately, very or extremely worried were classified as being concerned

How satisfied have you been with your overall sex life?

5-point scale: ‘very satisfied’ to ‘very dissatisfied’. Men answering
moderately dissatisfied or very dissatisfied were classified as dissatisfied




Table 2 | Characteristics of men who answered the ELSA sexual relationships and activities
questionnaire: by PDESi use/ED status. Values are weighted percentages (95% confidence

intervals).
Characteristic No ED (n=1879) PDESi use (n=191) Untreated ED
(n=542)

Age (years)
50-59 45.5 (42.6-48.5) 30.5(21.5-39.5) 5.5(2.6-8.5)
60-69 36.1 (33.6-38.5) 43.9 (35.9-51.9) 22.1(18.5-25.8)
70-79 15.4 (13.8-17.0) 20.9 (14.8-27.0) 40.5 (36.0-44.9)
80->90 3.0 (2.2-3.8) 4.7 (1.1-8.3) 31.9 (27.2-36.5)

Current partner

Married or cohabiting

75.1(72.6-77.6)

73.0 (64.9-81.0)

70.1 (65.5-74.7)

No partner

24.9 (22.4-27.4)

27.0(19.0-35.1)

29.9 (25.3-34.5)

Age left education (years)

<14

3.5 (2.6-4.3)

10.2 (5.6-14.9)

24.3 (19.9-28.8)

15-18

69.7 (67.1-72.3)

60.7 (52.6-68.8)

63.6 (58.9-68.2)

219

26.8 (24.2-29.4)

29.1(21.5-36.6)

12.1(9.4-14.9)

Self-rated general health

Fair or poor

21.0 (18.6-23.3)

28.8 (21.1-36.6)

49.8 (45.1-54.4)

Self-reported chronic conditions

High blood pressure®

35.2(32.5-37.8)

48.9 (40.5-57.3)

56.5 (51.8-61.1)

Arthritis 24.0 (21.8-26.2) 33.1(25.3-40.9) 42.2 (37.6-46.8)
cvD® 16.9 (14.9-18.9) 24.3 (17.5-31.0) 42.1(37.5-46.7)
Diabetes® 8.7 (7.2-10.2) 23.1(15.9-30.3) 21.9 (18.1-25.7)
Asthma® 8.1 (6.8-9.5) 11.2 (5.2-17.2) 11.4 (8.7-14.2)
Depression® 9.7 (7.7-11.6) 14.3 (7.7-21.0) 16.7 (12.7-20.8)

Smoking status

Current

15.4 (13.2-17.7)

16.1(10.1-22.1)

11.5(7.9-15.1)

Frequency of alcohol consumption®

Never or rarely

18.4 (16.1-20.8)

15.4 (9.4-21.4)

31.7 (27.0-36.3)

Regularly

57.7 (54.9-60.5)

59.3 (51.2-67.5)

43.5 (38.8-48.1)

Very Frequently

23.8(21.6-26.1)

25.3(18.3-32.2)

24.9(20.7-29.1)

®Also includes self-reported use of medications to control/prevent these chronic conditions

®Heart conditions and/or stroke
CES-D (8-item) score of >4

dr . . .
Typical frequency of alcohol consumption over the past year (never or rarely = never to once or twice,
regularly = once every 2 months to twice a week, frequently = 3 days a week to almost every day)



Table 3 | Sexual function, activities and problems among men: by PDE5i use/ED status. Values are weighted percentages or odds

ratios (95% confidence intervals).

Characteristic
Sexual function

No ED

PDES5i use

% (95% Cl)

Untreated ED

PDED5i use vs.
no ED (reference)

Untreated ED vs.
no ED (reference)

OR (95% CI)°

Any sexual activity in last year

88.2 (86.5-89.9)

97.2 (94.3-100)

32.5(28.3-36.8)

6.45 (2.15-19.4)*

0.18 (0.13-0.24)*

Frequent sexual thoughts

89.6 (88.0-91.2)

92.3 (88.1-96.5)

42.0 (37.5-46.6)

1.68 (0.89-3.14)

0.22 (0.16-0.30)*

Frequent sexual intercourse”

50.0 (47.0-53.1)

67.9 (60.3-75.6)

7.5 (3.8-11.2)

2.93 (1.99-4.31)*

0.15 (0.08-0.26)*

Frequent kissing, fondling or pettingb

63.8 (60.9-66.8)

42.5 (34.9-49.9)

2.61(1.75-3.90)*

0.60 (0.42-0.87)*

Frequent masturbation®

46.5 (43.5-49.6)

37.9(29.5-46.3)

26.9 (20.1-33.6)

0.73 (0.50-1.09)

0.75 (0.51-1.12)

Frequent waking erections

61.2 (58.5-63.9)

56.7 (48.6-64.8)

8.3 (5.6-11.0)

0.91 (0.65-1.28)

0.12 (0.08-0.18)*

Difficulty achieving orgasm®

11.2(9.3-13.1)

(
(
(
78.6 (72.2-85.0)
(
(
(

24.2(17.5-30.9)

63.4 (54.2-72.6)

2.14 (1.44-3.19)*

6.92 (4.29-11.2)*

Compared with a year ago decreased...

Level of sexual desire

27.2 (24.7-29.7)

32.4(24.8-39.9)

53.3 (48.6-58.0)

1.24 (0.86-1.80)

2.19(1.68-2.85)*

Frequency of sexual activities®

35.2(32.3-38.2)

36.9 (28.8-45.0)

53.9 (46.3-61.6)

1.05 (0.72-1.53)

2.00(1.40-2.87)*

Ability to have an erection

20.7 (18.5-23.0)

37.5(29.4-45.6)

45.2 (40.6-49.9)

2.19 (1.49-3.23)*

2.03 (1.55-2.66)*

Frequency of waking erections

18.5 (16.5-20.6)

—_ |~ |~~~

27.3(19.9-34.7)

40.3 (35.6-44.9)

1.50 (0.99-2.27)

1.83(1.38-2.42)*

®Logistic regression adjusted for age, self-rated general health (Excellent/Very Good/Good vs. Fair/Poor), frequency of alcohol consumption (Never/Rarely vs. Regularly or

Very Frequently) and age left education (<14 years vs. 15-18 years or 219 years)

®Asked of those reporting any sexual activity in the past year (n=2002)

“Asked of those reporting any sexual activity in the past month (n=1784)

*P<0.05



Table 4 | Concerns about sexual activity/function and partnership factors among men: by PDES5i use/ED status. Values are weighted
percentages or odds ratios (95% confidence intervals).

Characteristic
Concerned about...

No ED

PDESi use

% (95% Cl)

Untreated ED

PDESi use vs.
no ED (reference)

Untreated ED vs.
no ED (reference)

OR (95% CI)*

Level of sexual desire

12.0 (10.0-14.0)

27.9(20.5-35.3)

17.6 (14.2-21.0)

2.96 (1.92-4.56)*

2.29 (1.56-3.37)*

Frequency of sexual activities®

11.8 (9.9-13.8)

21.9(14.4-29.4)

25.1(18.6-31.6)

2.08 (1.24-3.47)*

2.84(1.82-4.43)*

Ability to have an erection

8.9 (7.4-10.5)

22.2 (18.4-26.0)

6.87 (4.58-10.3)*

2.73 (1.87-3.99)*

Frequency of waking erections

5.0 (3.8-6.2)

18.3(11.9-24.6)

9.4 (6.7-12.1)

3.93(2.32-6.66)*

2.12 (1.24-3.61)*

Orgasmic experience®

8.1(6.3-9.9)

(
(
40.6 (32.4-48.9)
(
(

24.4 (17.4-31.4)

35.6 (26.4-44.9)

2.99 (1.96-4.57)*

5.12 (3.08-8.53)*

Divergent sexual likes/dislikes to partner®

17.2 (14.3-20.2)

22.0(14.3-29.7)

42.8 (28.6-57.0)

1.34 (0.79-2.26)

3.09 (1.59-6.01)*

Did not feel emotionally close during sex®

6.3 (4.3-8.3)

6.1(2.3-9.9)

6.5 (0.2-12.8)

0.96 (0.45-2.06)

1.16 (0.35-3.86)

Concerned about overall sex life

16.2 (14.1-18.3)

29.2 (21.8-36.6)

19.4 (15.9-23.0)

2.14 (1.43-3.20)*

1.64 (1.16-2.30)*

Dissatisfied with overall sex life®

18.0 (15.2-20.7)

29.9 (22.1-37.7)

48.1(33.9-62.2)

1.84 (1.20-2.82)*

4.33 (2.29-8.18)*

®Logistic regression adjusted for age, self-rated general health (Excellent/Very Good/Good vs. Fair/Poor), frequency of alcohol consumption (Never/Rarely vs. Regularly or

Very Frequently) and age left education (<14 years vs. 15-18 years or 219 years)

®Asked of those reporting any sexual activity in the past year (n=2002)
‘Asked of those reporting any sexual activity in the past month (n=1784)

Asked of those reporting any partnered sexual activity in the past 3 months (n=1307)

*P<0.05



